The fourth Commonwealth Fund Scorecard on State Health System Performance tells a story that is both familiar and new.
Echoing the past three state scorecards, the 2015 edition finds extensive variation among states in people's ability to access care when they need it, the quality of care 1  1  3  4  5  5  5  8  9  10  11  11  13  13  15  15  15  18  18  20  20  20  23  23  25  26  26  28  28  28  31  32  33  33  33  36  37  37  39  40  40  40  43  43  43  46  47  48  49  50 Annual updates in this series will document the trajectory of states' performance as changes shaped by public policy and the private market continue to unfold. 
commonwealthfund.org access and affordability
Being able to get-and afford-health care when you need it are fundamental elements of a well-functioning health care system. One key measure of access to care is rates of insurance: do people have health insurance coverage that makes it possible for them to seek medical care when they are sick and get the preventive services they need to stay healthy? Health insurance also protects individuals and their families from burdensome costs in the case of an accident or illness. In 2014, the Affordable Care Act expanded access for many millions of Americans by creating health insurance marketplaces that offer coverage-with subsidies for those eligibleand providing federal funding to states to expand Medicaid eligibility for low-income residents. The number of adults who said they went without care because of costs fell by 2 percentage points or more in 21 states. In Oregon, the rate fell the most-from 18 percent to 14 percent of adults.
The percentage of adults under age 65 who had high out-of-pocket spending relative to their income ranged from 10 percent in Maryland to 22 percent in Idaho and Tennessee.
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Ten states-Alaska, Florida, Georgia, Louisiana, Mississippi, Nevada, New Mexico, Oklahoma, South Carolina, and Texas-had rates of uninsured adults in 2014 that were 20 percent or higher. Of these, only Nevada and New Mexico expanded their Medicaid programs as of January 2014 (Alaska did in 2015). 
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Across the country, the uninsured rates among working-age adults ranged from 5% in Massachusetts to 26% in Texas.
Adults ages 19-64 uninsured
Adults who went without care because of cost in the past year Children ages 0-18 uninsured At-risk adults without a doctor visit Adults without a dental visit in past year Notes: This exhibit measures indicator change over the two most recent years of data available. See Appendix A1 for baseline and current data years for each indicator. Trend data are not available for all indicators. Improvement or worsening refers to a change between the baseline and current time periods of at least 0.5 standard deviations. The "little or no change" category includes the number of states with changes of less than 0.5 standard deviations, as well as states with no change or without sufficient data to assess change over time. Adult uninsured rates declined in all states and D.C. from 2013 to 2014 except for Massachusetts where the rate did not change; in the remaining 11 states, the decline was less than 0.5 standard deviations. High out-of-pocket spending indicator is not included because data are not comparable to prior years.
Number of states that:
Improved Little or no change Worsened patients who were hospitalized for heart attack, heart failure, or pneumonia were substantially less likely to die within 30 days of their hospital stay, compared with the previous three-year measurement period.
-an improvement that has saved many lives. Nationally, the rate (known as hospital 30-day mortality) dropped by
3.8%
Although changes in hospital quality may be modest from year to year, all states improved between 2007 and 2013 on two indicators of patient-reported care experiences in the hospital. These measures have received heightened attention through public reporting of hospital performance and, for measures of patient education, as part of national efforts to reduce hospital readmissions. Certain medications that are commonly taken by younger patients without incident can put those age 65 and older at increased risk for experiencing severe side effects and complications such as confusion, sedation, immobility, falls, and fractures. The National Committee for Quality Assurance has identified more than 100 high-risk medications that should be avoided in the elderly, ranging from antianxiety drugs and antihistamines to narcotics and muscle relaxants. Safer alternatives may be available, but these potentially harmful medications are still frequently prescribed to the elderly.
In 27 states, there was a promising reduction of at least 2 percentage points in the use of antipsychotic drugs in nursing homes, where they are sometimes inappropriately prescribed to chemically restrain residents with cognitive impairments or difficult behaviors. Less than or equal to 8% growth, 2008-2013 9% to 14% growth, 2008-2013 15% to 29% growth, 2008-2013 30% or higher growth, 2008-2013 Across the country, the smoking rate among adults ranged from 9% in Utah to 26% in West Virginia. 
RANKING
The greatest improvement:
Reducing the number of adults who smoke.
D.C.
Improved on the greatest number of indicators
Mortality Amenable to Health Care
Best-performing state (lowest rate) U.S. average Improved on the greatest number of indicators
Rhode Island
Improved on the greatest number of indicators When health care is inequitable, there are disparities in access and availability of care (e.g., the number of people who have insurance or who visit a dentist regularly) and health status (e.g., the number of people who are obese or smokers) between various groups based on different factors, like their income level. Across the nation, health care equity remains an unfulfilled goal. However, the health insurance expansions of the Affordable Care Act offer the opportunity to close these gaps. The Equity dimension looks at two vulnerable populations-low-income people and those who belong to racial and ethnic minorities. States' performance is based on gaps in equity-that is, the difference between the state's vulnerable population and the U.S. average for any given indicator. Improvement is defined as a decline in the states' vulnerable group rate and a narrowing in the performance gap between the vulnerable group and the U.S. average.
Every state improved on at least five equity indicators.
The greatest improvement:
The greatest improvement: Gains reported by the scorecard likely reflect the influence of public policymost noticeably, the role of the Affordable Care Act in expanding health insurance coverage-as well as public and private initiatives at the national, state, and community levels. States have many opportunities to widen these gains in various ways-purchasing health care for low-income Medicaid populations and state employees, establishing rules that guide health care and insurance markets, setting strategy for health information technology and exchange, supporting public health, and acting as conveners and collaborators in improvement with other health care stakeholders.
It will be important to continue tracking health system performance as health reforms are implemented, paying close attention to states that are expanding Medicaid and participating in other reforms. In addition, states can help to ensure that proven practices are fully adopted. For example, the stagnation and decline in rates of adult preventive care suggests an opportunity to implement evidence-based clinical and community-based interventions recommended by the U.S. Preventive Services Task Force.
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The scorecard's findings remind us that where you live matters. The sobering truth is that residents of certain states realize greater benefits from their health care systems than do those in other states. It doesn't have to be this way. By acknowledging that access to care is the foundation of a high-performing health system and by focusing on the needs of low-income and other vulnerable populations, all states can safeguard and promote the health of their residents. All states can strive through policy and leadership to enhance patient care experiences, improve health outcomes, and lower health care spending.
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looking toward the future
Only by aiming high can the U.S. reach its potential as a nation where geography is not destiny, and where everyone, everywhere, has the opportunity to live a long and healthy life. There were generally one to two years between indicators' baseline and current year data observation, though the starting and ending points depended on data availability. We chose this short time horizon so as to capture the immediate effects of changes relative to the policy and delivery system environment, such as recent coverage expansions under the Affordable Care Act, and other reforms as they are or may be enacted and implemented in the future.
We considered a change in an indicator's value between the historical and current year data points to be meaningful if it was at least one-half (0.5) of a standard deviation larger than the indictor's combined distribution over the two time points-a common approach in social science research.
To assess change over time in the Equity dimension, we count how often the equity gap (described above) narrowed across indicators for each state during the time period measured by this scorecard. Within the race/ ethnicity Equity subdimension, we evaluate trend data for an indicator only when there was comparable historical data on the racial/ethnic group with the largest equity gap in the most current assessment period. We consider improvement to have occurred in an equity indicator only if the equity gap narrowed and health care for the states' most-vulnerable group improved.
Data Sources. Indicators draw from publicly available data sources, including government-sponsored surveys, registries, publicly reported quality indicators, vital statistics, mortality data, and administrative databases. The most current data available were used in this report whenever possible. Appendix Exhibits A1 and H1 provides detail on the data sources and time frames.
Scoring and Ranking Methodology. The scoring method follows previous state scorecards. States are first ranked from best to worst on each of the 42 performance indicators. We averaged rankings for indicators within each dimension to determine a state's dimension rank and then averaged dimension rankings to determine overall ranking. This approach gives each dimension equal weight, and within dimensions it weights indicators equally. As in previous scorecards, if historical data were not available for a particular indicator in the baseline period, the most current year of data available was used as a substitute ensuring that ranks in each time period were based on the same number of indicators and as similar as possible. Notes Appendix Exhibit C1. Access and Affordability: Dimension and Indicator Ranking Notes: * denotes a change of at least 0.5 standard deviations; ** denotes a change of 1.0 standard deviation or more. --Data not available. 
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